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INTRODUCTION
A large proportion of adults in the United Kingdom (UK) do not meet national dietary guidelines. 1 The
Mediterranean diet (MedDiet), rich in olive oil, fruits, vegetables, wholegrain cereals, legumes and nuts, containing moderate amounts of low-fat dairy products, fish and alcohol, and low amounts of red meat and meat products 2 could provide an appealing way to promote healthy eating in the UK, due to its high palatability and documented ease of transferability to populations residing in nonMediterranean countries. 3, 4 The need to promote the MedDiet in the UK has recently been recognised by the European Union, which invited all Member States to 'promote healthy eating, emphasising health promoting diets, such as the MedDiet'.
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Utilising internet technology to deliver an intervention and focusing on work-places as an intervention setting might offer an advantageous route to promoting the MedDiet. Approximately 87% of UK adults had used the internet in the first quarter of 2014, 6 indicating the internet's potential to reach large numbers of adults. Work-place settings offer a good alternative to other settings since they offer access to large numbers of adults, opportunities for repeated assessments 7 and existing organisational structures for intervention delivery and social and environmental support. 8 A recent systematic review indicated that internet-based work-place interventions hold promise in improving dietary behaviours among adults. 9 The UK Medical Research Council (MRC) provides a framework for the development and evaluation of complex interventions, a key component of which is the developmental stage, in which the intervention is developed based on formative research. 10 Identifying the intervention needs of the target population and incorporating them during intervention development is critical for the acceptability and feasibility of an intervention. 10 Closely related to the increased effectiveness of a dietary intervention is the use of 4 established behaviour change techniques, such as goal setting, self-monitoring, barrier identification, relapse prevention, reinforcement and social support, 11 while providing tailored feedback on theoreticallyderived psychosocial determinants of dietary behaviour has been suggested to improve motivation for dietary change in internet-based interventions. 12 Commensurate with the MRC framework, this study describes the developmental stage of an internetbased intervention to promote the MedDiet in work-place settings in South West England. We have recently shown, in a cross-sectional study, a moderate overall adherence to the MedDiet among adult employees in South West England. 13 Nevertheless, few employees achieved high adherence to the MedDiet recommendations for legumes, fish, dairy products, red meat, poultry and olive oil, 13 suggesting that improvements in some dietary behaviours are needed to increase overall adherence.
The current report follows-up from this earlier work, 13 and aims to qualitatively explore this population's: a) perceptions of ability and barriers to follow the MedDiet; b) preferences for setting and reviewing goals to adopt the MedDiet, and receiving feedback on achievement of 'MedDiet goals' if they participated in an intervention promoting the MedDiet and; c) expectations of an internet-based, work-place MedDiet intervention, should such an intervention took place in their work-place.
METHODS

Study Design and Participants
Semi-structured focus groups were conducted in May 2014 with employees of four work-place settings in South West England. The study was approved by the Research Ethics Committee of the School for Policy Studies, University of Bristol. Details of work-place recruitment procedures and participant 5 eligibility criteria are reported elsewhere. 13 In summary, 590 healthy adults, employees of four workplace settings (one company engaged in business and professional services and three local government branches) in South West England (Bristol, South Gloucestershire and Wiltshire) completed an online survey to assess demographic characteristics, internet usage patterns and adherence to the MedDiet 13 and
were asked to indicate their willingness to take part in a focus group. A total of 231 (39.1%) employees expressed an interest and were sent an information sheet. Participants were purposively recruited into focus groups within work-places to achieve a sample comprising both males and females and variation in individual level of MedDiet adherence (low, moderate, high, as indicated by a previously described MedDiet score). 13, 14 Focus groups were conducted until saturation was reached. Participants provided written informed consent and received a £10 gift voucher in recognition of the time spent in the study.
Focus Group Discussions
A semi-structured focus group guide (available from the corresponding author) was developed by the researchers that allowed the exploration of participants' perceived ability to follow the MedDiet in the UK. The focus group also assessed their preferred method to set, review and receive feedback on dietary goals if asked to follow the MedDiet in an intervention setting, their suggestions on the type, frequency and delivery method of information provided when facing difficulties in achieving set goals and adhering to the MedDiet. At the end of the focus groups participants were asked about their expectations of a webbased MedDiet application and facilitators/barriers to its use, as well as desired components of a workplace MedDiet intervention, should such an intervention took place in their work-place. During data collection, the MedDiet pyramid (presenting information on the types and amounts of foods recommended in the MedDiet) 15 was presented, discussed and was available to participants to guide the discussion. The sequence and wording of the questions were modified to explore emerging themes.
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Seven focus groups were conducted at participants' workplace by two members of the research team who were experienced and trained to conduct focus groups. Focus groups contained between 3 and 5 participants and lasted on average 71 minutes (range 60-82 minutes). One of the researchers acted as an observer and took detailed notes and summarised the discussion points at the end of each focus group to confirm accuracy of notes with participants. The focus groups were audio recorded, transcribed verbatim and anonymised. Two researchers listened to the recordings independently to check for accuracy with the transcriptions and any differences were reconciled. Transcripts were also compared with the observer's detailed notes to verify their credibility. Data collection and analysis proceeded in parallel, so that data collection was finalised when saturation was deemed to have been reached (i.e. data captured a range of perceptions and variation of responses of participants and no new themes were emerging from the analysis).
Data Analysis
Descriptive statistics (means, SD, n and % with exact p values) were used to present demographic characteristics and MedDiet adherence of participants. Independent samples t-tests and Chi-square tests were used to investigate differences between participants who took part in the focus groups and those who did not. These analyses were performed using SPSS (IBM SPSS for Windows, version 21,
Deductive thematic analysis 16 of the focus groups transcripts was conducted by three trained researchers.
Coding and analysis proceeded in parallel. Each researcher independently and extensively read the transcripts and annotated them to identify a priori (via deductive coding) and emerging themes and form a preliminary codebook. 17 Comparing emerging themes with those already coded allowed the refinement of themes and clarification of sub-themes in order to understand participants' perceptions and preferences. 18 7
The codebook was provisionally tested for inter-reviewer reliability with a sample of three transcripts by these researchers, who discussed discrepancies and refined the codebook. There was 90% agreement on coding, as assessed by the number of agreements divided by the sum of agreements and disagreements.
All transcripts were imported into NVivo (Version 10.0, QSR, Southport, UK), which facilitated the comparison of similarities and differences within and between the focus groups, and the examination of patterns in the views of males and females and by MedDiet adherence, according to each theme. Emerging themes and sub-themes are illustrated by representative quotations from participants (indicated as male (M)/female (F) and moderate (MA)/high (HA) MedDiet adherence). These were selected to best reflect the diversity of responses.
RESULTS
Participants
Seven focus groups were conducted with 29 adults (13% participation rate; 15 women, 14 men, ranging in age between 24 and 58 years (M = 42.6; SD = 9.5). Participant characteristics are shown in Table 1 .
Participants' mean MedDiet score was 33.6 (SD = 3.3), indicating moderate adherence. 14, 19 
Reviewing Goals and Receiving Feedback on Goal Attainment
The most preferred method of reviewing goals and receiving feedback was the use of modern technology, with emails appearing to be the least preferred method ("I 
Expectations of a Website Promoting the MedDiet
Several sub-themes emerged when participants were asked to reflect on their expectations of a website that would help them follow the MedDiet. These included recipes, interactive features, nutritional information, shopping tips and cost-saving information, linking the website to a smartphone app, visual stimuli and background information on the MedDiet, as well as clarity, ease of navigation, accessibility and quality of information. Several undesirable features, as well as facilitators and barriers to using a MedDiet website were also mentioned. Table 2 presents these key expected features of a website promoting the MedDiet and the quotes supporting these findings.
Additional Components of a Work-Place Intervention Promoting the MedDiet
Some participants thought that it would be important for the whole work-place to engage in MedDiet 
DISCUSSION
This qualitative study among adult employees in South West England showed that participants perceived that it would be challenging to adhere to some MedDiet recommendations. Participants largely emphasised the need for a tailored approach to setting specific MedDiet goals, as well as reviewing and receiving feedback on goal attainment. Several desirable features of a website promoting the MedDiet were reported, whereas social support and work-place activities were considered an important facilitator of MedDiet adoption. These issues are essential to inform interventions to promote the MedDiet in non-Mediterranean regions.
Participants largely considered that legumes, olive oil, fish, red meat and dairy products were the foods whose consumption they would find most challenging to change in order to adhere to the MedDiet. This finding confirms our earlier results, which showed that the majority of employees did not comply with the MedDiet recommendations for these foods. 13 This indicates that consumption of these particular foods should be addressed by a future intervention, in order to promote adherence to the MedDiet as a whole in this population. Perceived cost, lack of cooking skills, time, length of preparation, taste and family preferences were the barriers mostly mentioned for not adhering to these recommendations. Perceived costs, time management, lack of time and family pressures were also identified as important barriers to MedDiet adherence among healthy older adults in East Midlands, England, 20 whereas perceived length of preparation and giving up favourite tastes were inversely associated with MedDiet adherence among healthy British adults of retirement age. 21 The need to incorporate social support to facilitate attempts to follow the MedDiet was also largely emphasised. This is in agreement with recent findings reporting that a supportive environment and family members are important perceived facilitators of MedDiet adherence 20 and the recommendation that engaging family members with intervention delivery and content is an important component of effective work-place interventions. 22 Goal setting is a promising strategy to change dietary behaviours. 23, 24 Our findings show that several goal-setting methods are perceived as feasible in helping participants to start adhering to the MedDiet. Self-selection of goals was deemed important by most, due to the perceived empowerment this action would give them. Many participants favoured the idea of setting goals with assistance from a nutrition expert, due to their expertise and the personal nature of this interaction. This is supported by earlier research reporting that health professionals are rated highly in terms of reliability and expertise regarding the provision of nutrition information. 25 Choosing from a list of pre-defined goals was preferred by some participants due to the perceived benefit of having an easily accessible reference to specific targets that need to be achieved. Allowing participants to choose the order by which they would tackle pre-defined MedDiet goals is suggested to facilitate dietary changes towards the MedDiet. 26, 27 The need to set specific goals that would lead to communicated tangible outcomes was consistently emphasised. Setting specific and quantitative, but realistic, as opposed to generic goals, is suggested to facilitate dietary behaviour change. 24 Furthermore, family involvement in the goal-setting process was deemed largely important, indicating that a future intervention should allow individuals the choice to engage their families with goal setting, in order to facilitate social support and food-related decision-making.
Overall, there was a preference for reviewing goals by using a combination of methods (smartphone app or website and assistance from a nutrition expert), and receiving feedback by a health professional with an option for feedback to be delivered via an app, website, text messages, or at a face-to-face session. Preferred frequency of goal reviewing and feedback delivery varied. This variety in participants' preferences regarding feedback delivery might stem from the wide age range of our sample, with younger employees likely to be more comfortable with using internet/smartphone technology compared to older employees, who might potentially prefer more traditional methods of contact. These results strengthen the notion that a tailored approach should be utilised not only for goal-setting, but also when reviewing and providing feedback on goal attainment. Providing tailored dietary and psychosocial feedback, based on set goals and established behaviour change theories, is suggested to enhance competencies, self-efficacy and motivation to change dietary behaviours. 11, 28, 29 Self-monitoring was perceived as the least judgemental method to review goals, as participants perceived that they would be more likely to convey their true dietary habits if they used an app or website to self-monitor. Notwithstanding the preferred method of goal reviewing and feedback delivery, self-monitoring is an important component of effective goal-setting strategies for dietary behaviour change 11, 24 and successful work-place interventions, 22 and should be incorporated in a future intervention promoting the MedDiet. Engaging with an expert or individuals who are attempting to change the same behaviours was deemed an important factor to get back on track when struggling to meet MedDiet goals. Encouraging social support is an important component of effective dietary interventions 11 and our participants' suggestions should be considered when developing an internetbased MedDiet intervention.
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Several desired features of a web-based MedDiet application were reported by participants. An earlier study evaluating a MedDiet website in Scotland showed that the recipes section, as well as interactive sections providing practical advice, were perceived as more helpful and were visited more regularly by participants, compared to sections providing theoretical information. 30 Increased interactivity is suggested to increase the effectiveness of health-related web-based applications [31] [32] [33] and thus, these insights should be considered when developing a website promoting the MedDiet.
Conducting qualitative formative research prior to intervention development is suggested to aid the development of acceptable and effective interventions. 10 We recruited both men and women to gain a wide range of insights on expectations of a MedDiet work-place intervention. This is a strength of our study because men are often under-represented in dietary research. 26 Even though we did not aim to conduct a formal comparison of opinions between genders, interrogation of the data did not reveal any such patterns. We also explored a range of relevant topics, including intervention content and behaviour change methods, thus ensuring the development of an acceptable intervention to promote dietary behaviour change. 10 Some limitations should be noted however, including the relatively small sample size and the inclusion of a self-selected sample of healthy employees with internet access. In addition, none of the participants in the focus groups had low adherence to the MedDiet and only 0.5% of the sample in our earlier work were low-adherers, 13 suggesting that the focus groups do not necessarily represent the views of those whom such an intervention should ideally target. Nevertheless, thematic data saturation was reached for this population of adult employees and earlier research has shown that internet-based nutrition applications are appreciated independent of an individual's level of computer literacy, 12, 34 suggesting the potential acceptability of the internet in promoting the MedDiet among individuals of different characteristics.
IMPLICATIONS FOR RESEARCH AND PRACTICE
Prior to the development of an intervention to promote the MedDiet to South West England, there is a need to investigate its transferability to this population, which has different cultural and dietary characteristics 1,13 and might not be used to or responsive to this diet due to barriers to consuming certain foods. Our study suggests that several barriers to adhering to the MedDiet should be addressed 
